This article addresses health behavior change program fidelity using the five components of fidelity from the National Institute of Aging's Behavior Change Consortia: fidelity in design, training, delivery, receipt, and enactment. Fidelity is a key issue in successful translational research projects into community settings. The authors examine four programs sponsored by the Administration on Aging that target health behavior change in physical activity (EnhanceFitness), chronic disease self-management (Partners on the PATH [Personal Action Toward Health]), fear of falling and falls prevention (Matter of Balance), and depression management (Healthy IDEAS). This article (a) describes the tools and strategies used by these projects to track and enhance fidelity to the core elements of the original intervention studies, (b) compares and contrasts each project's mechanisms of fidelity, (c) provides examples of fidelity outcomes, and (d) discusses themes and lessons learned that may be useful to others in developing the "next generation" of program translation.
Background and Significance

Research Perspectives on Fidelity
Accurate valid assessment of the implementation of an evidence-based intervention requires attention to fidelity. When research is inattentive to fidelity, changes in those who participate in an experiment can be attributed to variations in the delivery and receipt of the intervention just as plausibly as they can be credited to the novel remedy the intervention represents (Bellg et al., 2004) . Statistically, when intervention fidelity is compromised, the error variance in equations increases, reducing power when testing hypotheses (Cohen, 1988; Kirk, 1995) . The researcher is then less likely to find statistical evidence of the study's effectiveness. If an otherwise effective therapy is brought to a real-world setting and crucial core elements of the intervention are omitted, the treatment may be abandoned because it failed to provide results. Termed a Type III error, this is the mistake of concluding an intervention is ineffective when it was not implemented in full (Basch, Sliepcevich, Gold, Duncan, & Kolbe, 1985; Glasgow, 2002) .
Monitoring Fidelity
Assessing the degree of fidelity for intervention design and implementation is a critical feature in translating research-based studies with positive outcomes into successful programs. Not only do we need to identify the essential and potent design elements from the original interventions, but we also must include process measures to assure that the well-designed program is implemented properly and fully.
Fidelity monitoring is the term used to identify procedures that document key components of program implementation. These strategies are important in the transfer of interventions from experimental to service settings and also in general efforts to implement evidence-based practice (Calsyn, 2000; Santacroce et al., 2004) . Fidelity assessment includes appraisal of the intervention itself, by addressing core elements of treatment integrity and treatment differentiation (Calsyn, 2000; Moncher & Prinz, 1991) . The characteristics and actions of the interventionist(s) also need to be scrutinized. These include adherence (accuracy in delivering the components of an intervention) and interventionist competence (the ability of the interventionist to engage the participants effectively) (Santacroce et al., 2004) .
Formal process measure instruments designed to capture essential fidelity elements during observed treatment sessions include checklists or rating scales to quantify accuracy in delivery. To standardize intervention delivery, researchers often use manuals, combined with training, supervision, and observation of the delivery of the intervention. Measurements obtained in this manner, as well as other estimates of the intervention "dose" received (e.g., a count of the number of sessions attended), are then available for analyzing fidelity. These measures are essential in documenting the contribution that program implementation and delivery variations bring to observed changes in the participants (Moncher & Prinz, 1991; Santacroce et al., 2004) .
Literature on Fidelity Monitoring
Despite the importance of fidelity and consequences encountered when it is breached, techniques used in monitoring fidelity have historically been underreported (Bellg et al., 2004; Borrelli et al., 2005; Calsyn, 2000; Hogue, Liddle, Singer, & Leckrone, 2005; Moncher & Prinz, 1991; Resnick, Inquito et al., 2005; Santacroce et al., 2004) . There have been three major reviews of fidelity monitoring in research. The first, by Moncher and Prinz (1991) , reviewed the literature from several prominent psychology, psychiatry, and family therapy journals published from 1980 through 1988. They found that less than 55% of the 359 reviewed articles documented the use of fidelity monitoring methods. This may reflect the lack of publication of fidelity monitoring methods because of space limitations instead of a failure to use them in studies.
The second major review, by Dusenbury, Brannigan, Falco, and Hansen (2003) , focused on 25 years of educational intervention research and previously published reviews of intervention fidelity. They did an analysis of factors possibly contributing to the degree of fidelity retained in intervention dissemination to practice (i.e., school) settings. They made a number of recommendations: (a) to adopt a universal definition of fidelity, (b) to standardize measures and methods for fidelity assessment, (c) to increase research on factors influencing fidelity, and (d) for funding agencies to insist that fidelity be assessed. By following these recommendations, they felt that intervention protocols would be more readily transferred to other settings. In addition, they recommended that investigators specifically identify critical elements of an intervention that cannot be omitted if the treatment is adapted for other circumstances.
The third major review was of health behavior research published from 1990 to 2000. Borrelli et al. (2005) from the National Institute on Aging (NIA)-sponsored BCC reported results similar to those of Moncher and Prinz (1991) . Evaluating 342 articles, 54% did not report the use of fidelity monitoring methods.
The BCC also created a model for examining intervention fidelity in a research study Nigg, Allegrante, & Ory, 2002; Resnick, Bellg et al., 2005) . This model, which encompasses study design, the training of interventionists, delivery and receipt of the intervention, and enactment, is used in this article. We chose the BCC treatment fidelity framework because it enables us to systematically describe and compare treatment fidelity strategies employed by the four projects. Because it was developed for evaluating various types of behavioral change studies, it is conceptually relevant in describing our projects. Also, the BCC framework contributes to national efforts to promote health behavior research and to advance the definitions, methodology, and measurement of treatment fidelity for the field of health behavior research (Bellg et al., 2004) .
Program Descriptions
The four projects discussed in this article are a voluntary convenience sample of the 14 EBP programs within the AoA initiative. Each of the projects is either a direct or systematic translation of an evidence-based health promotion program. The four behavior change programs target physical activity, disease self-management, falls prevention, and depression management. Short program descriptions are provided here. For details, visit www.healthyagingprograms.org.
EnhanceFitness is an evidence-based group exercise program for older adults at all levels of fitness to help them become more active, energized, and empowered to sustain independent lives. Based on research conducted by investigators from the University of Washington and tested at more than 1,000 sites, EnhanceFitness focuses on cardiovascular endurance training, stretching, flexibility, balance, and strength training exercises. Research showed that during 6 months of participation in the program, the intervention group members improved their physical, emotional, and social health scores, leading to significantly better (10% to 30%) health status. The control group deteriorated in these measures during this time (Wallace et al., 1998) .
Partners on the PATH (Personal Action Toward Health; P PATH) Chronic Disease Self-Management Program (CDSMP) was a collaborative effort of the Area Agency on Aging of West Michigan, four CASP agencies, a health maintenance organization, and a local state university. It was based on the highly successful CDSMP of Stanford University, which has documented improvements in self-efficacy and health status (Lorig et al., 1999) . Stanford's program, developed throughout three decades, offers a weekly workshop led by trained lay facilitators who help participants learn problem-solving methods to live optimally with a chronic illness. The P PATH program was designed for older adults who have chronic lung/respiratory disease, cardiovascular disease (including hypertension), arthritis, and diabetes.
A Matter of Balance (MOB) was developed by The Roybal Center for Enhancement of Late-Life Function at Boston University (Tennstedt et al., 1998) . The program is designed to reduce fear of falling and increase activity levels among older adults who manifest this concern. MOB acknowledges the risk of falling and emphasizes practical strategies to reduce both the risk and associated fears. Trained facilitators conduct eight 2-hr sessions using a curriculum grounded in self-efficacy and cognitive restructuring theory, designed for groups of 10 to 12 participants. The original research indicated that participants must attend at least five of the eight sessions delivered to achieve benefit from the intervention. Those who attended five or more sessions were found to experience significantly increased falls self-efficacy (i.e., the confidence to carry out everyday activities without falling) and increased perception of their ability to manage falls at 6 weeks, 6 months, and 12 months (Tennstedt et al., 1998) .
Healthy IDEAS is a community-based depression program designed to detect and reduce the severity of depressive symptoms in older adults receiving community-based case management (Quijano et al., 2007) . Two randomized controlled trials on treatment of depression in older adults constitute the primary evidence base for Healthy IDEAS, the Program to Encourage Active, Rewarding Lives for Seniors (PEARLS; Ciechanowski et al., 2004) , and Improving Mood-Promoting Access to Collaborative Treatment (IMPACT; Unützer et al., 2002) . Each of these studies has provided evidence for the efficacy of depression intervention in older adults. Project IMPACT demonstrated that screening, education, problem-solving therapy, activation, and pharmacotherapy for depression, delivered by trained professionals, were effective in treating depression in older adults in primary care with comparable efficacy for minority populations (Aréan & Ayalon, 2005) . The PEARLS project demonstrated that trained social work case managers could use a similar treatment approach in the home environment and effectively treat older adults with dysthymia and minor depression (Ciechanowski et al., 2004) . The Healthy IDEAS intervention consists of four components: (a) screening and assessment, (b) education about depression, (c) referral and linkage to health care and mental health professionals, and (d) behavioral activation therapy (BAT).
Fidelity Methods and Measures
The BCC framework consists of five components, each of which articulates clear goals and strategies to enhance and monitor fidelity. The framework has been used as a tool to shape treatment fidelity plans in intervention development (Resnick, Bellg et al., 2005) as well as to assess and evaluate treatment fidelity in current research projects .
The adaptations to the original study made by each of the EBP projects for each of the five framework components are discussed below and summarized in Tables 1 through 5. Each of the five tables restates the BCC definition (or its adaptation) and provides a description of what was done in the new programs. The fidelity tools and strategies used and the types of data generated by the fidelity measures are listed. This level of detail is provided to encourage future researchers and program developers to use these tools and strategies to assure fidelity. (Table 1) BCC strategies for study design fidelity include (a) establishing procedures to ensure same treatment dose within conditions and equivalent doses across conditions and (b) creating a plan to deal with possible setbacks in implementation. Treatment fidelity related to study design ensures that a study will adequately test intended effects of the treatment based on its underlying theory and treatment process. A study must be congruent to its theoretical assumptions and ensure that the intervention's design adheres to those assumptions. The projects were based on evidence derived from randomized clinical trials (RCTs). EnhanceFitness maintained all core elements of the tested intervention while nationally disseminating a master trainer model. The other three projects translated successful interventions into programs that better fit the unique needs of older adults residing in a community. Each program was based on a theoretically grounded practice intervention.
Fidelity to Study Design
In choosing interventions that adhered to their theoretical foundations, the projects ensured that design fidelity would be upheld, as long as the projects translated the clinical trials appropriately. The identification of essential core elements and the clarity of the theoretical grounding for each project guided the development of all adaptations. The projects had access to clearly written guidelines for the tested interventions on which to base their translations. Therefore, for the discussion of design fidelity in this article, we have adapted the BCC definition to our current situation while remaining true to the initial intervention in translating the various aspects of intervention delivery. This adapted definition is reflected in Table 1 . An element of design that differed between the initial interventions and these projects was their organization of the "treatment." Because RCTs had already established the efficacy of the interventions and the projects were testing effectiveness, all four projects used a repeated measures design in contrast to an RCT as their study design. Table 1 
. Strategies to Maintain Treatment Fidelity to Study Design
Design Fidelity Definition: Processes to ensure that the translated program has maintained the essential elements of the tested intervention and to test the hypothesis that the translation has achieved comparable outcomes to the tested intervention (adapted from BCC definition; Bellg et al., 2004 • Community aging service provider organizations recruited participants and facilitators and made referrals to programs.
• All participants 60 years of age and older.
• Peers led classes, rather than professionals. week of program. Qualitative data on concurrence that adaptations adhered to essential elements.
(continued)
Program
Healthy IDEAS
Description
Adaptations:
• Volunteer lay leaders (volunteer coaches) facilitated the program, rather than professionals.
• Exercises changed with the advice of experts to make them safer for volunteer lay leaders to teach.
• A visit by a health care professional was added to help ensure fidelity to the tested intervention. Study Design: Repeated measures at baseline, 3 months, 6 months, and 9 months; results compared to tested intervention. Adaptations:
• Case managers conducted depression intervention as part of their routine case management duties rather than having a separate "interventionist" who only does depression protocol.
• Case managers from different disciplines with varying levels of education were trained to do the intervention; only trained MSWs were used in the model project.
• Case managers used a simplified intervention (behavioral activation therapy [BAT]) and problem-solving skills to help clients but did not do problem-solving therapy with clients as in original model. Fidelity to Provider Training (Table 2) Treatment fidelity related to provider training involves ensuring that providers are satisfactorily trained to deliver the intervention to participants. The BCC proposes four general areas of strategy to ensure provider training fidelity: (a) standardizing training, (b) ensuring providers' skill acquisition, (c) minimizing "drift" in providers' skills, and (d) accommodating providers' differences. As shown in Table 2 , all four projects provided standardized training based on clearly written manuals for interventionists, extensive training, trainer observation sessions, and follow-up booster sessions. Adaptations to the training process and materials are also clearly outlined in Table 2 .
Of the four projects, EnhanceFitness is the only one that required instructors to hold certification in fitness from a nationally recognized certifying body, such as the American Council on Exercise. This ensured that instructors had baseline knowledge of exercise science and safety, which they built on with training in the EnhanceFitness protocol.
EnhanceFitness instructors attended a 2-day (12-hr) training that included lectures, discussion, group activities, quizzes, and exercise demonstrations. They received the EnhanceFitness Instructor Manual, detailing the class protocol, and performance measures testing protocols. They also received a copy of the EnhanceFitness Participant Guide, which illustrates the protocol exercises. Each EnhanceFitness site received a DVD of an hour-long EnhanceFitness class and outcomes testing procedures. P PATH obtained the appropriate licenses to disseminate the CDSMP from Stanford University's Patient Education Research Center, which certifies master trainers and leaders following standardized training. The same manual and practice sessions used by all programs licensed by Stanford were used in P PATH.
MOB adapted the original intervention to use volunteer coaches instead of health care professionals to facilitate the eight-session group program. Volunteer coaches were trained and then provided with a coach handbook developed for the translation of MOB. Observation by master trainers ensured that the volunteer coaches maintained fidelity to the essential program elements. The investigators of the original intervention study for MOB were consulted on all adaptations made in the coach handbook. Their feedback confirmed that the project team adhered to the essential ingredients of the curriculum in all revisions. Input on the coach training manual from volunteer coaches was also obtained in a focus group, through the booster sessions, and through individual consultation to ensure ease of use and clarity.
The Healthy IDEAS case managers and their supervisors received three half-day training sessions by mental health professionals and a training Table 2 
. Strategies to Maintain Treatment Fidelity to Provider Training
Training Fidelity Definition: Assessment and ongoing evaluation of those who implement the program to ensure they have been satisfactorily trained to deliver the program as intended to participants (Bellg et al., 2004 • All facilitators trained by Stanfordlicensed master trainers using manuals, practice sessions as "participant," and as group leaders.
• Several staff achieved master trainer status for Spanish program. Adaptation:
• Training sessions completed in two 2day sessions instead of 1 solid week.
• Stanford list of reminders of session planning points adapted to create "Fidelity Tracking forms"; facilitators trained in use of forms.
• Coach booster sessions provided. Same as Tested Intervention:
• Professional training manual used.
• Used videos and clearly described exercises and activities. • Coach training manual was written based on original manual for professional facilitators.
• Increased frequency of coach trainings and booster/support sessions.
As in Tested Intervention:
• Developed and used training manual.
• Group training sessions used lectures, role-plays, demonstrations.
• Individual training given to providers (case managers) who entered project after it began. Adaptations:
• Used group setting for updates/booster training sessions for all agency case managers.
• Individually assigned "coaches" (mental health professionals) provided ongoing training and rating of case manager adherence. Fidelity to Treatment Delivery (Table 3) According to the BCC, fidelity of treatment delivery is crucial to ensure that the intervention results are truly attributable to the program (internal validity) and that the results are generalizable to other study populations (external validity). Treatment fidelity requires establishing a standardized delivery and protocol and monitoring providers' adherence to the protocol. As shown in Table 3 , each project employed multiple strategies to assure fidelity in the delivery of the program.
EnhanceFitness monitored the delivery of the program by using master trainers to observe and evaluate instructors at 2 months and then annually. The first evaluation was at the program site; thereafter, the evaluation was either onsite or via videotape, depending on the proximity of the master trainer. A written evaluation was discussed with and provided to each instructor. Participant satisfaction with delivery was assessed annually through a written program evaluation, asking about satisfaction with the program and instructor.
Although not required by Stanford, intervention delivery was emphasized in P PATH. Checklists adapted from the training materials were used to monitor required workshop sizes, arrangements, and equipment needed and other class-related information. P PATH monitored delivery fidelity with direct observation and feedback by master trainers. Facilitators were observed during their first workshop and again approximately 12 months afterward (typically the third or fourth workshop led by the facilitator). Using a scale of excellent to poor, master trainers rated the performance of the new facilitators relative to their adherence to the leader manual content and processes, problem solving, and interactions with the participants. P PATH facilitators were consistently rated as excellent or good in their adherence to delivery of the CDSMP.
To help ensure delivery fidelity, MOB used the same materials and activities as those used in the tested intervention. As part of the translation to a volunteer coach model, MOB implemented a mentor system that paired an Table 3 
. Strategies to Maintain Fidelity to Treatment Delivery
Delivery Fidelity Definition: Program fidelity processes to ensure that the intervention is delivered as intended. Program Enhance-Fitness Partners on the PATH CDSMP Description • Ongoing coaching provided by master trainers.
• Accessible and safe site characteristics.
• Up-to-date records and documentation of EF protocols captured in various media.
• Monitored completed outcomes measures forms.
Same as Tested Intervention:
• Intervention delivered during a 6-week period, in sessions lasting 2.5 hr, attended by 8 to 16 participants, led by facilitators trained by a Stanford master trainer.
Fidelity Tools and Strategies
Master trainer observed each instructor teaching an EF class at 2 months and 1 year after the instructor training or more often as needed.
Participant satisfaction surveys
after 1 year.
One-on-one interviews with instructors.
Program evaluation by external consultants.
Tracking of attendance and dropouts.
Master trainer feedback form for new facilitators.
Types of Data Produced
Qualitative data about adherence to EF protocol. Quantitative data rating levels of satisfaction, amount of individual attention, challenge, support from instructor, fun, and overall program. Qualitative data from one-on-interviews that evaluated the experience of being an EF instructor, including what worked and what was challenging (see Cao, 2006 experienced coach with a beginning coach. MOB also used direct observation by master trainers of a randomly selected session and provided volunteer coaches with immediate feedback. An additional means of ensuring fidelity in delivery was the contribution of a guest health care professional (e.g., physical therapist, occupational therapist, or nurse). That individual attended at least one of the eight sessions to provide information and answer questions about reducing the risk of falls. MOB assessed participant satisfaction with the delivery of the program, and coaches were given both qualitative and quantitative feedback about their classes. MOB also conducted a coach focus group to assess views about maintaining fidelity, and volunteer coaches participated in a survey about maintaining fidelity. MOB assessed coach confidence immediately at the end of training and again 6 months later for those who had facilitated MOB at least once. Because the intervention was delivered at the participants' homes during regular case management visits, direct observation was not always appropriate for Healthy IDEAS. Instead, Healthy IDEAS used ongoing coaching by academic partners with mental health expertise to rate case managers' reported performance of the intervention steps. A tracking tool completed by case managers was also periodically reviewed to ensure intervention steps were delivered as designed. (Table 4) The next two components of fidelity shift the focus to study participants, because they must make the intended behavioral changes. Fidelity related to receipt of treatment concerns (a) documenting exposure to the treatment and (b) the ability of study participants to understand and perform treatmentrelated activities and strategies during treatment delivery. To ensure fidelity to receipt of treatment, the BCC recommends establishing strategies to ensure that study participants are able to comprehend and use cognitive skills and perform behavioral skills as instructed during the treatment. Table 4 describes what was done in the programs to enhance fidelity of receipt, the tools and strategies used, and the types of data generated for each program.
Fidelity to Receipt of Treatment
In EnhanceFitness, P PATH, and MOB, participant learning and skill acquisition was observed during the program classes and during discussion sessions. In P PATH, participant confidence in performing the behaviors and success in meeting goals were assessed during classes. In Healthy IDEAS, a screening of cognitive impairment was done using the six-item Mini-Mental State Exam (Callahan, Unverzagt, Hui, Perkins, & Hendrie, 2002) to ensure capacity to adequately use the intervention. Participants Table 4 
. Strategies to Maintain Fidelity of Treatment Receipt
Receipt Fidelity Definition: Processes to ensure that program participants have received and understood the program content (i.e., the participant is able to perform behaviors, skills, and cognitive strategies as intended • Monitored participants' progress.
• Surveyed physical activity outside of class.
• Completed annual satisfaction survey. Same as Tested Intervention:
• In class sessions, discussed selfmanagement topics and changes being made in life.
• Practiced selected skills in class sessions (realistic goal-setting, relaxation techniques). Adaptations:
• Added survey administration time period to identify immediate behavioral changes on class completion.
• Used results obtained in original research as benchmark for outcomes of the translation project. • Participants' receipt observed by class facilitators during problem-solving and exercise portions of class.
• Volunteer coaches reviewed material as needed.
• Dose monitored through taking attendance. Original intervention study was found efficacious for participants who attended at least five of the eight sessions.
Same as Tested Intervention:
• Use of Mini-Mental State Examination for screening. Adaptations:
• Intervention given in a preferred language (English or Spanish).
• Provided written materials and tools to record and follow BAT activities.
• Self-reported measures used (i.e., knowledge about depression self-management and reported changes in physical and social activity levels, instead of process measures collected by psychiatrists in model project). recorded their BATs regularly and then reviewed them with case managers. In addition to monitoring participants' progress, case managers used the written tools to assess whether clients were able to follow the intervention steps and directions. Clients who were unable to record activities reported their progress verbally, allowing case managers to assess their understanding and progress. Although observations of participant receipt were not formally recorded for MOB, comments from volunteer coaches on follow-up surveys and in booster sessions indicated active observation of receipt. All four projects monitored "dose" by tracking older adults' participation in program activities (e.g., attendance) and those who discontinued (i.e., dropped out) to assess level of receipt.
Fidelity Tools and Strategies
Fidelity to Treatment Enactment (Table 5) Like receipt of treatment, the last component of treatment fidelity concerns the participant's ability to use treatment-related cognitive and behavioral strategies. In treatment enactment, however, the focus is not during but after the program, when participants are in appropriate life settings to actually implement the skills and strategies learned during treatment. To enhance the use of learned skills and activities in real-life settings, fidelity strategies address concerns that may interfere with the ability to implement therapeutic activities after the treatment phase and postprogram follow-up.
None of the programs followed participants after conclusion to directly measure fidelity to treatment enactment, which may be a common issue in translational EBP programs. However, because all programs used a repeated measures design, they were able to assess participant outcomes throughout time as an indirect method of monitoring enactment. Table 5 describes the program features that were included, the measures used, and the types of data generated to gauge fidelity to treatment enactment.
In EnhanceFitness, participants provided a self-report of health status and participated in physical performance measurements within their first two classes and at 6 and 12 months. In P PATH, outcome measures from the original program were used. They included self-assessment of fatigue and shortness of breath and self-reports of weekly minutes of aerobic exercise. These data were collected at baseline, immediately on completion of classes, and at 6 months. Results were compared to those of the tested intervention. MOB measured falls efficacy, falls management, and falls control using self-report scales from the tested intervention. Exercise level and social activity, with added measures, were collected using the self-report scales from the tested intervention. All data were collected at baseline, 6 weeks, 6 months, and 12 months postprogram. • Site monitoring. Adaptations:
• Compared results with those from original research.
• Postprogram classes and activities available to "graduates" who wished to participate.
• "Straw polls" about continuation at programs for PATH "graduates." Evaluation-Same as Tested Intervention: Results of performance measures compared to initial results and results from other sites (see Belza et al., 2006) . (continued)
Adaptation-Evaluation:
Compared outcome measures to baseline rather than a control group. Added measure of exercise level and eliminated nonsignificant variables.
• No comparison to a control group.
• Results compared to those of the original intervention.
• Mailed surveys with telephone follow-up to minimize missing data.
• Participant newsletter to provide feedback to participants about the research and encourage completion of follow-up data. Adaptations:
• Instead of monthly brief telephone contact by therapists, used periodic follow-ups by phone and in person carried through regular case management routine.
• Depression screening conducted at each follow-up (3, 6, and 9 months), and intervention repeated when assessed necessary. Healthy IDEAS used periodic follow-up with participants in the course of regular case management contact by phone or in person. Self-report measures of depression symptoms, self-efficacy, education, and changes in physical and social activity level were collected at 3, 6, and 9 months. In addition, surveys and interviews were conducted with case managers regarding their assessment of participants' progress.
Discussion
This article provides descriptions and practical examples of how four different behavioral change programs addressed the inherent tensions in translating evidence-based research studies into community-based programs. These tensions surround the issues of maintaining the intervention study's core elements and assuring validity while adapting to a programmatic venue. For the first time, the BCC conceptual framework for fidelity was applied to EBP translational programs. The two-pronged issues of design fidelity in translational research were clarified. First was the charge to program adapters to protect the theoretical underpinnings of the original intervention. Second was the assurance that the adapted program, as designed, would provide the framework for assessing valid program outcomes. To assure design fidelity in EBP translational programs, both components must be monitored.
Across these four programs, common themes emerged as key considerations in translating EBP interventions into community programs. These are presented in Table 6 , with action suggestions to researchers and CASPs for each consideration. On the research side, it is important to provide clear information that can guide those who wish to translate the intervention into programs. Consistent with the NIH Roadmap (Zerhouni, 2003) , purposeful direction is needed to facilitate the move from evidence-based intervention studies to effective programs that can reach and benefit people.
From the program perspective, agencies need to adopt a new vision that translating EBP research into programs is part of what they can and should be doing. CASPs need to engage research partners to assist with design and adaptations and to consult with originators of EBP programs. Providers must incorporate fidelity measures into the program at the outset and weave the needed checks and balances into the fabric of the agency's recordkeeping and structure.
The decision to measure fidelity in EBP programs may-in and of itselfaffect the quality of program design and delivery. Just as keeping a food journal during a weight loss program has a consciousness-raising and sensitizing effect, incorporating a fidelity measurement process into EBP programs at an agency may lead people to pay closer attention to how and what they are doing. Fidelity monitoring can be thought of as a mechanism of continuous quality improvement (CQI) in translating research into community-based programs. In fact, a core concept of CQI is that "unintended variation in processes can lead to unwanted variation in outcomes, and therefore we seek to reduce or eliminate unwanted variation" (Medical University of South Carolina, Family Medicine/Rural Clerkship, n.d., ¶ 2). This may be a very important concept in creating the necessary buy-in for agencies to incorporate data collection and fidelity monitoring processes into the programs they deliver. In addition, fidelity measurement processes have programmatic value. The interim performance measures of program participants not only provide data on fidelity of receipt but also provide important feedback and motivational boosts. Communicating with participants and providing them with ongoing feedback on "how they're doing" builds encouragement mechanisms into the program delivery process.
Just as the BCC provided the framework for thinking about fidelity in behavioral change programs, the AoA initiative projects have demonstrated how to incorporate fidelity measures, tools, strategies, and outcomes into communitybased EBP programs. Conscious decisions were made in these programs that weighed the risk of derailing the core elements of the original study against the practicality and feasibility of community-agency delivered programs. These practical models and adapted training programs, manuals, and instruments form the basis for future program translation efforts.
Limitations
There are several limitations to this article. First, only 4 of the 14 EBP programs sponsored by the AoA EBP initiative are described in this article. How these programs managed fidelity monitoring may not be applicable to the other 10 programs in the initiative or to community-based EBP in general. Agencies represented by these four programs might be perceived as being on the cutting edge because they successfully competed for AoA grant funds and therefore are atypical. The Center for Healthy Aging at NCOA provided resources and technical assistance that gave these programs additional leverage for success. Second, the fidelity monitoring processes and tools summarized in this article could be further strengthened by process outcome data, but these data are being presented in the primary publications of each program.
Conclusion
It is our hope that this publication of detailed fidelity monitoring processes and practical tools will demystify key issues in translating effective intervention study projects into widely accessible EBP programs for older adults. The four programs discussed focused on distinct health behaviors, used different theoretical models, involved various aging service providers, and served diverse older adult populations. Each program ensured that it developed and provided a program that would offer the benefits of the original intervention to older adult participants. In concert, they adapted training and program materials and inserted fidelity process strategies and measures throughout all phases of program development, delivery, and evaluation.
